
 

 

PATIENT INFORMATION FORM 
 
 

Today’s Date: _______________        (Please show all insurance cards to the front 
desk) 

Patient Name:          

Street Address:          

City:  State:  Zip Code:      

Telephone: (H)   (C)  (W)   

Email:    
 

Sex: __Male 

Marital Status: 

  Female Date of Birth: S.S.#: 
 

Name of Spouse/Partner:     

Emergency Contact:  Relationship:     
 

Phone: (H)    (C) (W)   

Are you employed?  Yes   No If yes, what is your occupation?   

Name of employer:      
 

Pharmacy:    
 

Who referred you?     
 

Insurance Information 
 

What is the name of your PRIMARY insurance company?   
 

Name of Insured: (If other then patient)  Relationship:   
 

Member I.D.#:   Group #:     
 

What is the name of your SECONDARY insurance company?   
 
 

Name of Insured: (If other then patient)  Relationship:   
 

Member I.D. #:   Group #:     



 

 

CANCELLATION OR NO-SHOW FEE POLICY 

 

In order to provide the best possible service and availability to all our patients, it is our policy to 
charge a fee for any appointment not cancelled at least 24 hours prior. 

Medical Visit Cancellation or No-Show Fee: $150.00 

• For medical visits, it is our policy to charge a fee of $150.00 for any appointment not 
cancelled/rescheduled at least 24 hours prior. 

Cosmetic Procedure Cancellation or No-Show Fee: half the cost of the scheduled procedure 

• For cosmetic procedures, it is our policy to charge a fee equal to half the cost of the procedure for 
any appointment not cancelled/rescheduled at least 24 hours prior. 

Please call the office as soon as possible when you know you will need to reschedule your appointment. 
Thank you. 

 

I have read and understand the above policies and I agree to be bounded by its terms. 

 

Patient Name:       

 

Patient Signature:        Date:    
 
  



 

 

 

PATIENT FINANCIAL OBLIGATION 

 

Patient Billing Statements and Credit Card on File Policy 

 

To better serve our patients and increase efficiency, we will no longer mail paper billing statements. Our 
practice management software has a patient portal that will allow patients to view statements and pay bills 
online. We also utilize text-to-pay as another convenient way to make payments. 

This is how it works: 

• Register for the patient portal. 

• Once a new statement is generated, you will receive an email from us stating that you have a new 
statement in the patient portal. Please login to the portal and review and pay. 

• If you do not pay you will receive a text from us in a few days with a link to pay your balance. 

• If we do not receive your payment via either of these methods within 5 days after the statement 
was sent to the portal, we will charge the credit card you are required to leave on file with us. 

• For patients with a balance higher than $400.00, we will make a courtesy call to you prior to 
charging your card. If we do not hear back from you within 72 hours, we will charge the card we 
have on file. 

Why do we do this? 

As part of our contract with your insurance company, balances are the patient's responsibility. We now 
require all patients to leave a credit card on file for any unpaid balances after the insurance company 
processes the claim. The online process improves convenience and efficiency for patients and our office. 

Medicare Patients 

We participate with Medicare and will not require a credit card to be left on file. However, if you do not have 
a secondary insurance, you must leave a credit card on file. 

Commercial Insurance Patients 

For all patients with commercial insurance, we require that you leave a credit card on file for any uncovered 
balances that may include co-pays, co-insurance, and deductibles as well as non-covered procedures. We 
do accept HSA cards and flex spending cards. 

Self-Pay and Cosmetic Patients 

Payment is due at the time of service. We are happy to store your credit card information for current date of 
service and or for future dates. 

Deposits 

We require a deposit for cosmetic consults and larger procedures. 

 



 

Your credit card information is stored in a PCI-compliant software program that is encrypted. Once the 
number is stored, no one can see the information. You reserve the right to revoke the card at any time and 
can also manage the card on file in the patient portal. 

If you are not comfortable leaving a card on file, please speak with us to discuss other options. 

We want to focus on patient care and not on reminders to patients to pay their balances. Thank you for 
understanding why we find it necessary to institute this policy. 

Other Bills 

If you should undergo a biopsy in our office, your insurance carrier will be billed separately by the 
laboratory. You will receive a separate bill from the laboratory for any uncovered charges. We use two 
different laboratories so you may receive a bill from NYU Dermatopathology or Mudgil Dermatopathology. 
You must contact the proper lab regarding any billing issues related to the pathology bills. 

Failure to pay: 

Any unpaid balance that exceeds 45 days may be sent to an outside collections service and will incur any 
associated fees and costs. The patient or guarantor will be responsible for all associated costs including 
interest from the payment due date. 

 

 

 have read the above disclaimer and fully understand my financial 
responsibilities to Lance Brown, MD PLLC. 

 

authorize payment of medical benefits to the physician for services 
provided. 

 

 

Credit Card Information: 

 

Credit Card Number:   

 

Expiration Date             Security Code:  

 

 

 

 

Patient or Responsible Party Signature 



 

 

 



 

 
HIPAA PRIVACY CONSENT 
PATIENT CONSENT FORM 
 
Our Notice of Privacy Practices provides information about how we may use and disclose protected health 
information about you. The Notice contains a Patient Rights section describing your rights under the law. You have 
the right to review our Notice before sighing this Consent. The terms of our Notice may change. If we change our 
Notice, you may obtain a revised copy by contacting our office. 
You have the right to request that we restrict how protected health information about you is used or disclosed for 
treatment, payment or health care operations. We are not required to agree to this restriction, but if we do, we shall 
honor that agreement. 
By signing this form, you consent to our use and disclosure of protected health Information about you for treatment, 
payment and health care operations. You have the right to revoke this Consent, in writing, signed by you. However, 
such a revocation shall not affect any disclosures we have already made in reliance on your prior Consent. The 
Practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
The patient understands that: 
• Protected health information may be disclosed or used for treatment, payment orhealth care operations 
• The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice 
• The Practice reserves the right to change the Notice of Privacy Policies 
• The patient has the right brestrict the uses of their informationbut the Practice does not have to agree to those 
restrictions 
• The patient may revoke this Consent in writing at any time and allfuture disclosures will then cease 
• The Practice may condition treatment upon the execution of this Consent. 
 
 
This Consent was signed by:             

(Printed Name – Patient or Representative)  
 

 
Relationship to Patient (if other than patient):            
 
 
Signature:           
 
 
Date:             
  



 

 
 
HEALTH INFORMATION EXCHANGE, CARE EVERYWHERE AND HEALTHIX CONSENT FORM 

 

In this Consent Form, you can choose whether to allow the health care providers listed on the NYU Langone Medical Center 
Health Information Exchange (“NYULMC HIE”) website http://health-connect.med.nyu.edu/ (“HIE Participants”) and non-NYU 
health care providers who may request access to your medical records for purposes of current treatment (“Care Everywhere 
Providers”) to obtain access to your medical records through a computer network operated by the NYULMC HIE. In order for 
a Care Everywhere Provider to know that information may be available through the NYULMC HIE, you must tell them that  
you were/are a patient of an HIE Participant and that such information may be available upon request. This can help collect 
the medical records you have in different places where you get health care, and make them available electronically to the 
providers treating you. 

 
You may also use this Consent Form to decide whether or not to allow employees, agents or members of the medical staff of 
NYU Hospitals Center to see and obtain access to your electronic health records through Healthix, which is a Health 
Information Exchange, or Regional Health Information Organization (RHIO), a not-for-profit organization recognized by the 
state of New York. This can also help collect the medical records you have in different places where you get healthcare, and 
make them available electronically to the providers treating you. This consent also gives your permission for any NYU 
Langone Medical Center program in which you are a patient or member, to access your records from your other healthcare 
providers authorized to disclose information through Healthix. A complete list of current Healthix Information Sources is 
available from Healthix and can be obtained at any time by checking the Healthix website at http://www.healthix.org or by 
calling Healthix at 877-695-4749. Upon request, your provider will print this list for you from the Healthix website. 

 
YOUR CHOICE WILL NOT AFFECT YOUR ABILITY TO GET MEDICAL CARE OR HEALTH INSURANCE COVERAGE. 
YOUR CHOICE TO GIVE OR TO DENY CONSENT MAY NOT BE THE BASIS FOR DENIAL OF HEALTH SERVICES. 

 
The NYULMC HIE and Healthix share information about people’s health electronically and securely to improve the quality of 
health care services. This kind of sharing is called ehealth or health information technology (health IT). To learn more about 
ehealth in New York State, read the brochure, “Better Information Means Better Care.” You can ask your health care provider 
for it, or go to the website www.ehealth4ny.org. 

 
PLEASE CAREFULLY READ THE INFORMATION ON THE FACT SHEET BEFORE MAKING YOUR DECISION. 
Your Consent Choices. You can fill out this form now or in the future. You have the following choices: 

1. I GIVE CONSENT to ALL of the HIE Participants listed on the NYULMC HIE website and Care 
Everywhere Providers to access ALL of my electronic health information through the NYULMC HIE and I  
GIVE CONSENT to ALL employees, agents and members of the medical staff of NYU Hospitals Center to 
access ALL of my electronic health information through HEALTHIX in connection with any of the permitted 
purposes described in the fact sheet, including providing me any health care services, including emergency care. 

 
2. I DENY CONSENT to ALL of the HIE Participants listed on the NYULMC HIE website and Care 
Everywhere Providers to access my electronic health information through the NYULMC HIE or HEALTHIX for 
any purpose, even in a medical emergency. 

 
NOTE: UNLESS YOU CHECK THE “I DENY CONSENT” BOX, New York State law allows the people 
treating you in an emergency to get access to your medical records, including records that are available 
through the NYULMC HIE. IF YOU DON'T MAKE A CHOICE, the records will not be shared except in an 
emergency as allowed by New York State Law. 

 
 

PRINT Name of Patient Patient Date of Birth 
 
 

Signature of Patient or Patient’s Legal Representative Date 
 
 

Print Name of Legal Representative (if applicable) Relationship of Legal Representative 
to Patient (if applicable) 

Please Fax signed consents to: 917-829-2096  

Please Check 


